Contract No.: 500-95-0047(7)
MPR Reference No.: 8647-501

EDUCATING NEW M EMBERS
OF MEDICARE+CHOICE PLANS
ABOUT THEIR HEALTH
I NSURANCE OPTIONS. DOES
THE NATIONAL M EDICARE
EDUCATION PROGRAM MAKE
A DIFFERENCE?

Final Report
July 25, 2001
Authors:
Merrile Sing
Beth Stevens
Anna Cook
Michael Sinclair
JuliaIngels
Submitted to: Submitted by:
Centersfor Medicare & Medicaid Services Mathematica Policy Research, Inc.
Office of Strategic Planning 600 Maryland Avenue, S.W.
Research and Evaluation Group Suite 550
7500 Security Boulevard Washington, DC 20024-2512

C3-20-14, Mail Stop C3-19-26
Batimore, MD 21244-1850

Project Officer: Peri H. 1z, Ph.D. Project Director: Merrile Sing



Chapter

CONTENTS

Page

N = Y I 7N O SRR XI
EXECUTIVE SUMMARY ..ottt st s X1
INTRODUGCTION ...ttt rtee e st e st e st e e ssee e e seeesnneeeeneeeenneeeenneeen 1
A. EDUCATING MEDICARE BENEFICIARIES ABOUT

THEIR CHOICES. ... oottt st 3
B. THE TARGET STUDY POPULATION .....cccoiiiiiieiiee et 4
C. FINDINGSIN BRIEF ...ttt 5
D. ORGANIZATION OF THE REPORT ......ooiiiiiiiie e 8
SAMPLE DESIGN, SURVEY DESIGN, AND ANALYTIC METHODS................... 9
A. SAMPLE DESIGN .....ooiiie e ee e stes st e et e s e e e e eneeennneeennnee s 9
B. SURVEY DESIGN ......ooiiiiieiiiie ettt rtee e e e s e e sne e sne e snneeeenes 15
C. COMPARISON OF RESPONDENTS TO NONRESPONDENTS........ccccccuveu.. 16
D. DATA AND ANALYTICMETHODS. ...t 16
BENEFICIARY CHARACTERISTICS THAT AFFECT THE
ABILITY TO USE INFORMATION AND MAKE DECISIONS.........cccccecivevieeee 21
A. DEMOGRAPHIC CHARACTERISTICS AND HEALTH

ST ATUS e et be e e be e e sbe e e sbe e e sbe e e sbeeenaneeens 21
B. HEALTH INSURANCE EXPERIENCES AND AWARENESS

OF HMO WITHDRAWALS ... .ottt 25
C. SWITCHERS, NEW ENROLLEES, AND FFS BENEFICIARIES

IN COHORT 2 ARE MORE AWARE OF HMO DROP-OUTS. ......ccccecveeninennn 28



CONTENTS (continued)

Chapter

V.

INFORMATION-SEEKING BEHAVIOR OF BENEFICIARIES

A.

BENEFICIARY UNDERSTANDING

A.

MOST BENEFICIARIES ARE AWARE OF AT LEAST

ONE NMEP SOURCE.........ccciiiiiiiee

FORTY-FOUR PERCENT OF ALL SWITCHERS AND
NEW ENROLLEESUSED A NMEP SOURCE TO FIND

OUT ABOUT MEDICARE........cccoiriiiiee

SWITCHERS AND NEW ENROLLEES WHO ARE AGE
65-74 OR WHO HAVE A HIGH PROPENSITY TO USE
INFORMATION ARE MORE LIKELY TO USE NMEP

INFORMATION SOURCES.........ccoooiiieeeeeeeeee e

1. Factors Associated with Use of the NMEP Handbook

or Medicare Toll-Free Telephone Number ......................

2. Characteristics of Beneficiaries Who Did Not Use

an NMEP Information Channél...........cooeeeevoeeeeeeeeeeeenee.

3. Factorsthat are Not Associated with Use of

NMEP Information Channels.........ccoeeeeeeeeeeeeeeeeeeeeeeeen,
4. SUMMEY .eeiiieereerenieeste e r e e sne e

MOST SWITCHERS AND NEW ENROLLEES USE
NON-NMEP SOURCES TO OBTAIN HEALTH

INSURANCE INFORMATION .....ooiiiiieireeeeee e

MOST SWITCHERS AND NEW ENROLLEES LOOK
FOR INFORMATION ON BENEFITS, COST, OR

00N N 1 2R

BENEFICIARIES IN COHORT 2 ARE MORE LIKELY
TO USE INFORMATION FROM FORMER EMPLOY ERS

BENEFICIARIES FEEL THEY NEED TO KNOW MORE

ABOUT RECENT CHANGESTO MEDICARE ...................

SWITCHERS AND NEW ENROLLEES DEMONSTRATE
MORE KNOWLEDGE ABOUT MEDICARE MANAGED

CARE THAN DO FFSBENEFICIARIES...........cccoiiiiine.

VI



CONTENTS (continued)

Chapter

V.

VI.

VII.

Page

(continued)
C. SURVEY RESULTSARE CONSISTENT WITH THE

HANDBOOK CONTRIBUTING TO KNOWLEDGE

ABOUT TRADITIONAL MEDICARE AND M+C.....ccoooieieeee e 62
D. UNDERSTANDING THE SOURCE OF THE INFORMATION .......cccceeveennee. 73
USE OF INFORMATION SOURCES IN DECISION MAKING......c.ccccevviirieennenn 75
A. BENEFICIARIES FIND NMEP SOURCES HELPFUL ......cccooceiiiiiniciniiienes 75
B. OTHER HELPFUL SOURCES INCLUDE HEALTH

PLANS, DOCTORS, FRIENDS, AND FAMILY ....ooiiieicee e 8l
C. OVER 60 PERCENT OF SWITCHERS AND NEW

ENROLLEES USE THEIR MOST HELPFUL SOURCE

TO COMPARE BENEFITS ...ttt 85
D. FFSBENEFICIARIES USE THEIR MOST HELPFUL

SOURCE TO DRAW COMPARISONS ACROSS PLANS

LESS FREQUENTLY THAN SWITCHERS AND

NEW ENROLLEES.........ccoiiciiescee ettt 85
E. HOW SWITCHERS AND NEW ENROLLEES USED

THE TOP FOUR HELPFUL INFORMATION SOURCES........cccccccceevieeciene 88
F. HOW FFSBENEFICIARIES USED INFORMATION

FROM THE MEDICARE PROGRAM AND THEIR

HEALTH PLAN Lttt st e e e 91
MAKING A HEALTH COVERAGE DECISION .......ccoieiiirieieenieeeiesieeee e 95
A. COVERED BENEFITS, QUALITY, AND MAINTAINING

PROVIDER RELATIONSHIPS ARE MORE IMPORTANT

THAN COST OF PREMIUM IN CHOOSING A HEALTH PLAN .......cccc....... 96
B. THEAMOUNT OF PAPERWORK AND THE DEGREE

OF PATIENT SATISFACTION ARE IMPORTANT TO
SWITCHERS AND NEW ENROLLEES ..o 107
vii



CONTENTS (continued)

Chapter Page
VII.  (continued)
C. RECOMMENDATIONS FROM FRIENDS, AN OFFER OF
EMPLOY ER COVERAGE, AND HMO WITHDRAWALS
ARE LEAST IMPORTANT .ottt 108

D. HMOWITHDRAWALS ARE MORE LIKELY TO AFFECT
DECISIONS MADE BY BENEFICIARIESIN COHORT 2 ........cocociiiiiinns 109

VIIl.  NMEP SROLE FOR NEW M+C ENROLLEES AND
SWITCHERS IN SEEKING INFORMATION, LEARNING,

AND MAKING DECISIONS. ...ttt 111
A. SUMMARY OF FINDINGS. ........cci et 111
B. DISCUSSION .....oouiiitiiiiiiieieete ettt se e nneennesne e 116
APPENDIX A: THE SAMPLE DESIGN AND SURVEY WEIGHTING

PROCEDURES FOR THE EVALUATION OF NEW
MEDICARE MEMBERS OF MEDICARE+CHOICE PLANS

APPENDIX B: ADDITIONAL TABLESFOR SECTION IV
APPENDIX C: ADDITIONAL TABLES FOR SECTION V
APPENDIX D: ADDITIONAL TABLES FOR SECTION VI
APPENDIX E: TABLES COMPARING ENROLLEE SUBGROUP

OuTCOMES FOR COHORT 1 AND COHORT 2

APPENDIX F: EvALUATION OF NEwW MEDICARE MEMBERS OF
MEDICARE+CHOICE PLANS. QUESTIONNAIRE
(ENGLISH VERSION)

APPENDIX G: EvVALUATION OF NEW M EDICARE MEMBERS OF

MEDICARE+CHOICE PLANS: QUESTIONNAIRE
(SPANISH VERSION)

viii



ABSTRACT

The National Medicare Education Program (NMEP) addresses one of the biggest challenges
facing Medicare--educating beneficiaries about their insurance options. Data from a national
survey of Medicare HMO enrollees and fee-for-service beneficiaries age 65 and over indicate
that most of these beneficiaries are aware of at least one NMEP information source, such as the
Medicare& You handbook. Recent Medicare HMO enrollees are more likely than fee-for-service
beneficiaries to have searched for information about Medicare. About 44 percent of recent
Medicare HMO enrollees recal using a NMEP source. Most beneficiaries who use NMEP
sources find them helpful. About 40 percent of recent Medicare HMO enrollees and 67 percent

of fee-for-service beneficiaries still do not understand key aspects of Medicare.
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EXECUTIVE SUMMARY

The National Medicare Education Program (NMEP) addresses one of the biggest challenges
facing Medicare--educating beneficiaries about their insurance options. To learn more about
beneficiaries’ understanding of Medicare concepts, their awareness and use of NMEP information
sources, and the factors that affect their health plan decisions, Mathematica Policy Research (MPR),
under contract to the Centers for Medicare & Medicaid Services (CMS), conducted a two-period,
nationwide survey of recent Medicare HMO enrollees, beneficiaries who recently switched from
one HMO to another (“switchers’) and fee-for-service (FFS) beneficiaries age 65 and older. We
interviewed 3,165 beneficiaries and achieved a 72 percent response rate.

Switchers and new enrollees demonstrate greater knowledge than FFS beneficiaries of basic
aspects of the Medicare program, particularly of crucia facts about Medicare+Choice that would
affect their willingness to join a Medicare managed care plan. For example, over 70 percent of
switchers and new enrollees understand that if they were to leave a Medicare HM O, they would till
be covered by Medicare. Thisistruefor only 41 percent of FFS beneficiaries.

Approximately 73 percent of switchers, new enrollees, and FFS enrollees are aware of at least
one NMEP information source. But beneficiaries use NMEP information sources at a lower rate
than their substantial awareness might indicate. Forty-four percent of switchers and new enrollees
have used an NMEP source, while 39 percent of FFS beneficiaries have done so. When
beneficiaries do, however, use NMEP information, they find it helpful in learning about Medicare.
Of those who read the Medicare & You 2000 handbook, three out of four new enrollees, switchers,
and FFS beneficiaries rate it “good,” “very good,” or “excellent.” Furthermore, greater knowledge
of Medicare and Medicare+Choice is associated with reading Medicare& You and with using other
NMEP sources.

Switchers and new enrollees least likely to use NMEP information sources are those who are
age 75 and older and those who have a low propensity to use general information sources such as
newspapers and television. Our multivariate regression analysis also indicates that cohort 1
beneficiaries are not more likely to use NMEP sources than cohort 2 beneficiaries, and that
switchers and new enrollees are not more likely to use NMEP sources than FFS beneficiaries.
NMEP information channels disseminate general information about Medicare that should be useful
to al beneficiaries, so beneficiaries who remain in Medicare FFS are just as likely to use this
information as those who recently decided to enroll in aMedicare HMO.

The NMEP information sources are most useful to beneficiaries when the sources address the
factors that beneficiaries rank highest in making a Medicare health plan decision. New enrollees
and switchers told us that the three most important factors they consider when making that decision
are the benefits covered by the plan, the quality of care offered by the plan, and the ability to stay
with their current providers. All of these factors are more important to beneficiaries than the cost of
the premium, which ranked fourth.

These and other findings suggest that NMEP is beginning to affect new enrollees and
switchers. Reaching a substantialy greater proportion of these beneficiaries or increasing the
proportion who use and understand the information may require additional strategies.
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. INTRODUCTION

The introduction of the Medicare+Choice (M+C) program under the Balanced Budget Act
of 1997 (the BBA) changed the Medicare program more than perhaps any other event since the
program’sinception in 1965. (M+C) made more health plans available to Medicare beneficiaries
and, through more limited enrollment periods (as of January 1, 2002), changed the way
beneficiaries enroll in and disenroll from plans. Many beneficiaries now have more health plan
choices, as numerous managed care plans and one private fee-for-service insurer offer a variety
of insurance productsin many markets.

With this increase in choice comes an increase in the need to provide Medicare beneficiaries
with information about both their Medicare options and the way the Medicare program works.
Anticipating this need, Congress, in the BBA required the Centers for Medicare & Medicaid
Services (CMS) to sponsor a nationwide campaign to educate beneficiaries about appropriate
Medicare coverage options. CMS began its education campaign, called the National Medicare
Education Program (NMEP), in 1998. In the fall of 1999, CMS contracted with Mathematica
Policy Research, Inc. (MPR) to assess the effectiveness of its education program on the
understanding of new M+C enrollees and to examine factors that govern beneficiaries decisions
about health plan options. The study focused on several questions:

» To what extent are Medicare beneficiaries who have recently made the decision to

join M+C plans, or who switch from one M+C plan to another, aware of information
from NMEP?

* How many of these new enrollees and “switchers’” use NMEP information sources to
learn about their M edicare options and to make decisions about M edicare coverage?

» Does beneficiary awareness and use of NMEP information differ by age, racial/ethnic
group, education, or gender? Do awareness and use differ among new M+C enrollees
and those who switched from one M+C plan to another, compared with those in
Medicare fee-for-service (FFS)?



* Do new enrollees to M+C plans and switchers have a better understanding of
Medicare and M+C than do FFS beneficiaries?

* Do those who use NMEP information have a better understanding of Medicare and
M+C than those who do not use the NM EP information sources?*

» Have the NMEP information sources been helpful to those who have used them?

» What are some of the primary factors that new enrollees and switchers consider when
choosing health plan coverage?

To address these questions and thereby assess the effect of the CMS campaign on the
various Medicare beneficiary sub-populations, MPR surveyed two cohorts of Medicare
beneficiaries. one interviewed in spring 2000 and one in summer 2000. We surveyed two
cohorts during two different time periods to determine whether awareness and use of NMEP
sources differ for beneficiaries who enroll in an HMO shortly after CMS's fall mass mailing
campaign and those who enrolled in an HMO later in the year. Included in the survey are
beneficiaries who were new members of a Medicare managed care plan, those who switched
from one M+C plan to another, and a reference group of FFS beneficiaries. This report presents
the findings from the survey cohorts combined and discusses the differences in key outcome

variables between cohort 1 and cohort 2.

'All of our measures of beneficiary understanding reflect conditions at the time of the
interview, which occurred after the NMEP campaign began. Beneficiaries who used an NMEP
source may demonstrate greater knowledge than those who did not because the NMEP source
increased their knowledge. But it could also be the case that those who used the NMEP sources
had greater knowledge about their options “a priori.” Alternatively, those who did not use
NMEP sources may have decided not to use them because they believed they already had
adequate knowledge of Medicare. Given that we do not have a measure of understanding before
the campaign, we will not be able to determine whether the effects of NMEP on knowledge were
larger or smaller than the difference in knowledge a priori between the users and nonusers of
NMEP.



A. EDUCATING MEDICARE BENEFICIARIESABOUT THEIR CHOICES

The purpose of NMEP is to explain an extremely complicated set of digibility rules,
benefits, and insurance options to beneficiaries so that they can make an informed choice among
their Medicare options. This is an enormous challenge because the Medicare beneficiary
population is not an easy population to educate. For instance, 44 percent of those over the age of
65 score at the lowest level of literacy (Kirsch et. al. 1993). This means that they could not
undertake relatively simple tasks such as reading labels on prescription bottles or understand the
standard consent form (Williams at. al. 1995). In addition, nearly one-quarter of all Medicare
beneficiaries have cognitive impairments (Kaiser Family Foundation 1999). And finally, two-
thirds have multiple medical conditions that further complicate the education process (Huffman
et al. 1996).

Most Medicare beneficiaries do not have a basic understanding about how the health care
system works-knowledge that is essentid to choosing appropriate coverage.
Beneficiary understanding of the Medicare program itself is often poor (Blendon et al. 1995;
Hibbard and Jewett 1998; Murray and Shatto 1998). Knowledge of benefits, out-of-pocket
payments, private supplemental policies, and rights to appeal appear to be particularly
problematic (Hash 1998). Hibbard et al. (1998) recently demonstrated that 30 percent of
Medicare respondents know almost nothing about HMOs, and only 11 percent know enough
about how FFS differs from managed care to make atruly informed choice.

Further complicating the twin issues of beneficiary choice and knowledge about the health
care options is the structure of the Medicare market. An estimated 82 percent of beneficiaries
have either private or public insurance that supplements traditional Medicare coverage. Twenty
percent of beneficiaries supplement Medicare coverage through individua purchase of

“Medigap” insurance; 33 percent supplement it through employer “retiree” insurance; 14 percent
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supplement it through Medicaid; and 16 percent receive supplemental coverage by joining a
M+C managed care plan (Stevens and Mittler, 2000). The decision about which Medicare
options to select therefore involves more choices than the choice between FFS and managed
care.

In response to these education-related challenges, CM S created NMEP, a multidimensional
campaign for educating beneficiaries so that they may make informed decisions regarding
Medicare benefits, health plans, rights and responsibilities, and positive health behaviors.
Currently, NMEP has seven channels through which it distributes information about M+C to
beneficiaries. The first channel is mass mailing of Medicare & You, a guide to basic Medicare
that includes information on program features and rules, health plan options, and comparative
information on health plans (where choices are available). The second channel consists of atoll-
free telephone service to answer general questions on Medicare. The third is a website
(www.Medicare.gov) that provides a wide range of information on program benefits, health plan
choices, health plan performance, and healthy behaviors. The fourth channel includes national
publicity such as health fairs, and the fifth makes use of mass media such as newspapers and
public service announcements. The sixth channel is community-based, face-to-face counseling
offered by state and local aging and insurance agencies (known as SHIPs). The seventh channel
is a “train the traine™™ model that teaches trainers from various non-profit agencies and

organizations to go out to educate beneficiaries.

B. THE TARGET STUDY POPULATION

Not all Medicare beneficiaries are alike; they vary in terms of levels of education, work
history, ethnicity, health status, family support, living arrangements, financial status, attitudes,
and age. These differences lead to different needs and decisions, including whether to join a

M+C plan. In fact, beneficiaries who have joined Medicare managed care plans are in the
4



minority— approximately 16 percent of beneficiaries over age 65 are in M+C plans. Do these
beneficiaries seek out different information or use information in alternative ways compared with
FFS beneficiaries?

This study focused primarily on two types of M+C enrollees. Medicare beneficiaries who
were new enrollees in Medicare managed care plans and those who switched from one M+C plan
to another. New enrollees are those who joined an HMO during the sample intake period, and
include both those who were previously in FFS and those who first became eligible for Medicare
during the period. Switchers were enrolled in one Medicare HMO and switched to a different
HMO during the sample intake period. Throughout the study, new enrollees and switchers were
compared with beneficiaries who were in Medicare FFS throughout the sample intake period.

Approximately one-third of our beneficiary sample comes from each of the three beneficiary
subgroups. Our sample is not representative of all Medicare beneficiaries, since it does not
include some beneficiary subgroups (such as those who were in a Medicare managed care plan

before the sample intake period and who remained in their plan during the sample intake period.)

C. FINDINGSIN BRIEF

Switchers and new enrollees in both cohorts combined have some characteristics that
distinguish them from beneficiaries in Medicare FFS. Switchers and new enrollees are younger
than FFS beneficiaries, and they are more likely to be of Hispanic ethnicity. Switchers and new
enrollees also demonstrate greater knowledge than FFS beneficiaries of basic aspects of the
Medicare program, particularly of crucial facts about M+C that would affect their willingness to
consider joining a Medicare managed care plan. For example, over 70 percent of switchers and
new enrollees understand that if they were to leave a Medicare HM O, they would still be covered
by Medicare. Thisistrue, however, for only 41 percent of FFS beneficiaries. Despite the higher

rates of understanding on the part of new enrollees and switchers, nearly 30 percent of them do
5



not understand that they would still be covered by Medicare if they were to leave their HMO.
Overal, then, there is still educational work that has to be done to raise the level of knowledge
about the rules governing Medicare for large portions of the Medicare beneficiary population.

Approximately 71 percent of switchers, 75 percent of new enrollees, and 73 percent of FFS
enrollees are aware of at least one NMEP information source. But beneficiaries use NMEP
information sources at a lower rate than their substantial awareness might indicate. Forty-four
percent of new enrollees and switchers have used an NMEP source, while only 39 percent of
FFS beneficiaries did so. When beneficiaries used NMEP information, however, they found it
helpful for learning about Medicare. Of those who read Medicare& You, 76 percent of the new
enrollees, 74 percent of the switchers, and 74 percent of the FFS beneficiaries rated it “good to
excellent.”

Beneficiaries who are least likely to use a NMEP information source are those who are age
75 and older and those who have a low propensity to use general information sources such as
television, newspapers, and magazines. Our regression analysis also indicates that switchers
with annual household incomes less than $40,000 and new enrollees without any college
education are less likely to use NMEP information sources. If CMS wishes to target its
education campaign on beneficiaries who are not using NMEP information sources, these are the
types of beneficiaries that CM S needsto reach.

Beneficiaries also use non-NMEP sources for information. Switchers and new enrollees
indicated that their health plan and their doctors are their most helpful information sources; the
Medicare program ranks fourth. FFS enrollees cited the Medicare program and their doctors as
the most hel pful information sources.

The NMEP information sources are most useful to beneficiaries when such sources address
the factors that beneficiaries rank highest in making a Medicare health plan decison. New
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Medicare plan enrollees and those who switched told us that the three most important factors
they consider when making a health plan decision are the benefits covered by the plan, the
quality of care offered by the plan, and the ability to stay with their current providers. All of
these factors are more important to them than the cost of the premium, which ranked fourth.
Indeed, after naming their most helpful information source (which could be an NMEP or non-
NMEP source), 55 percent of new enrollees and 53 percent of switchers said that they used that
source to help them decide to enroll in a managed care plan. FFS beneficiaries are less likely to
use their most helpful source to make a health plan coverage decision or to compare benefits,
costs, or quality across different plans. Thisis probably because few of these FFS beneficiaries
are considering a change to their current coverage.

We interviewed the beneficiaries in cohort 2 three months after those in cohort 1. The main
difference between beneficiaries in the two cohorts involves their awareness of HMO
withdrawals from Medicare. Switchers, new enrollees, and FFS beneficiaries in cohort 2 are
more aware of HMO withdrawals than are their cohort 1 counterparts. For each enrollee
subgroup, the increase in awareness from cohort 1 to cohort 2 is 10 percentage points or more,
and the difference is statisticaly significant at a 0.01 level. Awareness increased from 53
percent to 65 percent among switchers, from 43 percent to 58 percent among new enrollees, and
from 31 percent to 44 percent among FFS beneficiaries. This increase in awareness is most
likely due to two factors: many HMO withdrawals occurred in the exact period between the
survey of the two cohorts, and the withdrawal s were widely publicized.

In addition to the difference in awareness, the cohorts differ in terms of their use of
information about HMO withdrawals. Switchers and new enrollees in cohort 2 are also more
likely than their counterparts on cohort 1 to use information about HMO withdrawals in their
decision about whether to enroll in aMedicare HMO.

7



These and other findings suggest that NMEP is beginning to have an impact on switchers
and new enrollees. Reaching a substantially greater proportion of beneficiaries or increasing the

proportion who use and understand the information may require additional strategies.

D. ORGANIZATION OF THE REPORT

This final report includes eight sections and seven appendices. Section Il discusses the
survey design and methods, and Section 111 outlines findings on beneficiary characteristics that
may affect information use and decision-making. Sections IV through VIl present the findings
from our analysis of beneficiary information-seeking behavior, beneficiary understanding of
Medicare and NMEP messages, beneficiary use of information in decision-making, and the
factors that beneficiaries consider when they make a health insurance decision. Section VIII
summarizes our findings and discusses the implications of these findings. Appendix A describes
the sample design and survey weighting procedures. Appendices B through D contain additional
tables for sections 1V, V, and VII. Appendix E contains the tables that compare key outcome
variables between beneficiaries in cohort 1 and cohort 2. Appendix F contains the survey

instrument in English, and Appendix G contains the survey instrument in Spanish.



. SAMPLE DESIGN, SURVEY DESIGN, AND ANALYTIC METHODS

To examine the effectiveness of NMEP and the factors that influence the decisions of new
Medicare HMO enrollees and switchers, we conducted a survey with two cohorts of Medicare
beneficiaries who made a Medicare enrollment decision. The first cohort joined or switched
HMOs during CMS's autumn 1999 education campaign (October 1% — December 1%), and cohort
members were interviewed 6 to 9 months after that campaign began. The second cohort joined
or switched HMOs between January 1, 2000, and March 1, 2000, and was interviewed during the
summer of 2000, which was 9 to 12 months after the 1999 education campaign began. The use
of two cohorts of beneficiaries, separated by a 3-month interval, allowed us to assess differences
in switcher and new enrollee awareness and use of NMEP and non—NMEP information sources
relative to their decisions as they gain greater “distance” from the NMEP autumn 1999 education
campaign. Any differences we observe between cohort 1 and cohort 2 could be due to the longer
time lag since the information campaign, to events taking place during the three-month period
between the interview, or to differences in the characteristics of beneficiaries. Given that the
samples are random, we do not expect major differences in beneficiary characteristics between
beneficiaries in cohort 1 and cohort 2, unless those who enrolled in an HMO immediately after
the fall campaign differ systematically from those who enroll later. This could well be the case
because enrollees in terminating plans are al forced to change plans by January 1. We
controlled for some of the differences in the characteristics of beneficiariesin cohorts 1 and 2 in

our regression analyses by using the data from the survey and from CMS's enrolIment files.

A. SAMPLE DESIGN

Statisticians and survey researchers define the target population of a study as the complete

group of individuals for which the study is collecting and analyzing data (Lohr 1999 and
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Colledge 1995). The target population for this study includes three groups of beneficiaries as
follows:
» Switchers in cohort 1 were enrolled in one Medicare HMO and switched to a

different HMO on October 1, November 1, or December 1, 1999. Switchersin cohort
2 switched to adifferent HMO on January 1, February 1, or March 1, 2000.

* New enrolleesin cohort 1 were in Medicare FFS and enrolled in an HMO on October
1, November 1, or December 1, 1999, or became €ligible for Medicare during this
time and enrolled in an HMO. New enrollees in cohort 2 were in Medicare FFS and
enrolled in an HMO on January 1, February 1, or March 1, 2000, or became €eligible
for Medicare during this time and enrolled in an HMO.

* FFSenrolleesin cohort 1 were in Medicare FFS as of October 1, 1999, and remained
in Medicare FFS through December 1, 1999. FFS enrollees in cohort 2 were in
Medicare FFS as of January 1, 2000, and remained in FFS through March 1, 2000.

Switchers and new enrollees, the first two subgroups in the target population, are the focus
of this study. Switchers and new enrollees both made a decision to enroll in an HMO, but there
are potential differences between the two groups with respect to knowledge about and attitudes
toward Medicare managed care. Given that all switchers have experience with Medicare
managed care, their information needs and decision-making process may be different from those
of beneficiaries new to managed care. New enrollees, on the other hand, may have enrolled in an
HMO for the first time, or they could have been members of an HMO before they became
eligiblefor Medicare.

The FFS enrollees include those who lived in a county served by a Medicare HMO (56
percent in cohort 1 and 62 percent in cohort 2) and those who did not. Among those who had the
opportunity to enroll in an HMO, some made a deliberate decision to remain in FFS, while others
may not have been aware of their HMO option and remained in FFS by default. The FFS

enrollees are the reference group for the study.
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The target population of switchers, new enrollees, and FFS enrollees for cohort 1 excludes
beneficiaries enrolled in a Medicare managed care plan in September 1999 who did not make a
change as well as managed care disenrollees who switched to FFS between October 1 and
December 1, 1999. For cohort 2, the target population excludes beneficiaries enrolled in a
Medicare managed care plan in December 1999 who did not make a change as well as managed
care disenrollees who switched to FFS between January 1 and March 1, 2000. For both cohorts,
the target population excludes disabled beneficiaries under age 65 because they represent a small
percentage of the overall Medicare population. Obtaining a sample of disabled beneficiaries that
would be large enough to develop precise estimates for that subgroup would have required a
significant increase in the overall sample size in order to maintain the same level of statistical
precision for the 65-and-older beneficiaries as for the other subgroups. In addition, we excluded
from the survey Medicare beneficiaries who had end-stage renal disease as well as those residing
in anursing home or receiving hospice care.’

We used CMS's Enrollment Database to develop the sampling frame. The Enrollment
Database contains enrollment and demographic data on al people enrolled in Medicare. We
stratified the sample so that we could separately examine how switchers and new enrollees use
information and make decisions.

For each cohort, we stratified our sampling frame into nine strata composed of a
combination of the three analytic groups (switchers, new enrollees, and FFS enrollees) and three
age categories (age 65 to 74, age 75 to 84, and age 85 and older). We designed the sample
allocation procedure to yield an approximately equal number of completed interviews for each of

the three analytic subgroups. Within each, we allocated the sample by age in proportion to the

'Beneficiaries who were alive as of the end of the sampling “window” (December 1, 1999
for cohort 1; March 1, 2000 for cohort 2) but who had died by the time we tried to interview
them were classified as “ineligible” sample members.
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population profile. TableI1.1A and Table 11.1B display both the number of eligible beneficiaries
in the sampling frame for each of the nine sampling strata and the number of beneficiaries
selected for the study sample from each stratum for cohort 1 and cohort 2, respectively.

For cohort 1, we selected a sample of 2,851 beneficiaries. We divided the sample into
random replicates of waves for a potential staged release, and we released 2,356 cases. At an
estimated eligibility rate of 92.9 percent, we completed 1,557 interviews, whichisa71.1 percent
response rate. For cohort 2, we selected a sample of 2,997 beneficiaries, divided the sample into
random replicate of waves for a potential staged release, and released 2,250 cases. At an
estimated eligibility rate of 95.1 percent, we completed 1,568 interviews, which is a 73.3 percent
response rate.

So that we could conduct subgroup analyses of switchers and new enrollees, we prepared a
set of survey weights to account both for differences in the selection probabilities of the sample
members interviewed and for potential demographic and socioeconomic differences between the
survey population and the target population. The weights adjust the survey data so that the
weighted totals reflect in magnitude the values that would be obtained from the population.
Appendix A presents a more detailed explanation of our sample design and survey weighting
procedures for cohort 1. The same survey weighting methodology was used for the cohort 2
sample.

For the analysis of both cohorts combined, which is the focus of this report, we created a
normalized weight for each observation in each cohort. The normalized weights for each cohort
are equal to the normalized value of each original weight in each cohort. For example, since

there are 1,568 survey responses for cohort 2, the normalized weight for each observation in
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TABLEII.1A

TARGET POPULATION AND SAMPLE PROFILE
BY SAMPLING STRATUM MEMBERSHIP

(Cohort 1)
Target
Stratum  Enrollment Population Sample Sample  Completed Response
Number Group Age Percent Selected Percent  an Interview Rate
1 Switcher 65-74 0.4 540 18.9 313 719
2 Switcher 75-84 0.3 330 11.6 188 73.2
3 Switcher 85+ 0.1 81 2.8 46 74.8
4 New enrollee 65-74 04 703 24.7 416 72.3
5 New enrollee 75-84 0.1 187 6.6 90 68.2
6 New enrollee 85+ 0.0 60 2.1 18 54.9
7 Referencegroup 65-74 49.1 472 16.6 258 69.8
8 Referencegroup  75-84 36.5 351 12.3 179 70.3
9 Referencegroup 85+ 13.1 127 4.4 49 715
Tota 100.0 2,851 100.0 1,557 711
Subtotals
Switcher 0.8 951 333 547 72.6
New enrollee 0.5 950 333 524 70.5
Reference group 98.7 950 333 486 70.3
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TABLEI1.1B

TARGET POPULATION AND SAMPLE PROFILE
BY SAMPLING STRATUM MEMBERSHIP

(Cohort 2)
Target
Stratum  Enrollment Population Sample Sample  Completed Response
Number Group Age Percent Selected Percent  an Interview Rate
1 Switcher 65-74 1.0 577 19.2 318 73.9
2 Switcher 75-84 0.6 336 11.3 180 73.7
3 Switcher 85+ 0.1 85 2.8 38 69.5
4 New enrollee 65-74 0.6 768 25.6 418 731
5 New enrollee 75-84 0.1 181 6.0 92 74.0
6 New enrollee 85+ 0.0 49 1.7 21 78.8
7 Reference 65-74 48.6 499 16.6 269 74.1
group
8 Reference 75-84 36.0 369 12.3 182 71.2
group
9 Reference 85+ 129 133 4.4 50 71.7
group
Tota 100.0 2,997 100.0 1,568 73.3
Subtotals
Switcher 1.7 998* 333 536 735
New enrollee 0.8 998 333 531 735
Reference 975 1,001 334 501 72.8
group

We do not have 1,000 beneficiaries in each enrollee subgroup because we initially sampled
1,005 beneficiaries in each subgroup and we removed some beneficiaries who were also in
cohort 1.
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cohort 2 was set equal to the origina weight multiplied by 1,568 divided by the sum of the

original weights (which for cohort 2 is 22,693,894).

B. SURVEY DESIGN

We collected the data by using a mixed-mode methodology—computer-assisted tel ephone
interviewing (CATI) with amail follow-up for beneficiaries not reachable by telephone or those
who preferred to participate by using a self-administered paper questionnaire. Approximately
81.4 percent of the completed interviews were conducted by telephone; the rest were self-
administered through the paper questionnaire.

The survey instrument included questions about the respondents’ awareness and use of
NMEP and non—-NMEP information channels, their understanding of the Medicare program, the
factors they consider when making a health care decision, their physical and cognitive health,
and their socioeconomic and demographic characteristics. Some of these questions were
developed for this study, and others were taken from other surveys (such as the Medicare Current
Beneficiary Survey). We pretested the instrument before we used it. The telephone instrument
took an average of about 20 minutes to administer.

Sample members who were unable to complete the survey themselves due to cognitive,
physical, or language difficulties were interviewed by proxy (e.g., a family member) when
possible. So that we could interview Spanish-speaking beneficiaries, we trandated the survey
instrument into Spanish, and Spanish-speaking interviewers conducted the interview.? For both
cohorts combined, approximately 9.7 percent of the interviews were completed by a proxy, and

about 2.2 percent were completed in Spanish.

?The Spanish version of the survey instrument appearsin Appendix G.
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C. COMPARISON OF RESPONDENTSTO NONRESPONDENTS

The survey weights included an adjustment to account for the differences in demographic
characteristics between sample members who responded to the survey and those who did not.
We compared the characteristics of four groups of sample members: beneficiaries with
identifiable telephone numbers who responded to the survey (either by telephone or mail);
beneficiaries with identifiable telephone numbers who did not respond to the survey even after
follow-up efforts; beneficiaries without an identifiable telephone number who responded to the
survey; and beneficiaries without an identifiable telephone number who did not respond to the
survey. These four groups of sample members are compared with respect to age, gender,
race/ethnicity, and enrollment status for cohorts 1 and 2 in Tables [1.2A and 11.2B, respectively.
The data in the tables come from CMS's Enrollment Database. As shown, there are no
statistically significant differences between respondents and nonrespondents in cohort 1 or in

cohort 2 with respect to age, gender, race/ethnicity, or enrollment status.

D. DATA AND ANALYTIC METHODS

We used univariate and multivariate techniques to examine M+C beneficiary awareness and
use of Medicare information sources and to examine the factors that M+C beneficiaries consider
when selecting health coverage. We conducted the analysis with a person-level analysis file we
created by merging data from the beneficiary survey, the Enrollment Database, and county-level
data on HMO plan enrollment and HMO plan drop-outs. The county-level HMO data were
obtained from CMS's State-County Plan Penetration file and CMS's Geographic Service Area
file. To conduct the analysis of both cohorts combined, we concatenated the analysis files for

cohort 1 and cohort 2.
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TABLEI1.2A

COMPARISON OF RESPONDENTS AND NONRESPONDENTS

LT

(Cohort 1)
With Locatable Telephone Numbers Without Locatable Telephone Numbers
Percent Acceptance Percent Acceptance

Characteristics Respondents  Nonrespondents Rate Respondents  Nonrespondents Rate
Age

65-74 60.0 56.1 78.1 69.5 65.1 32.0

75-84 30.6 34.1 74.9 274 23.3 34.2

85+ 9.5 9.7 76.4 3.2 11.6 10.7
Race/Ethnicity

White and non-Hispanic 84.6 84.6 76.9 74.7 62.3 34.6

Nonwhite plus Hispanic 15.0 14.4 77.6 25.3 35.3 24.0

Unknown 04 0.8 63.6 0.0 2.3 0.0
Gender

Female 58.7 58.1 77.1 63.2 62.3 30.9

Mae 41.3 41.9 76.7 36.8 37.7 30.2
Enrollment Group

Switcher 33.8 311 78.4 379 321 34.3

New enrollee 32.9 311 77.9 35.8 40.5 28.1

Reference group 333 37.7 74.6 26.3 274 29.8
Total 1,574 472.0 76.9 95.0 215.0 30.6

NOTES: Respondents include people who completed an interview and known ineligible sample members we contacted.
The acceptance rate is equal to the number of sample members who completed the interview plus the number of known
ineligible sample members we contacted divided by the number of attempted interviews.
None of the differences between respondents and nonrespondents is statistically significant at the 0.05 or 0.10 level.



TABLE11.2B

COMPARISON OF RESPONDENTS AND NONRESPONDENTS

8T

(Cohort 2)
With Locatable Telephone Numbers Without Locatable Telephone Numbers
Perc